Introduction {#Sec1}
============

Penetrating ocular trauma is an important cause of vision loss and may be associated with the presence of intraocular foreign body (IOFB). Intraocular foreign bodies accompany 18--41% of open globe injuries \[[@CR1]\]. Early diagnosis and removal of IOFBs is very important to determine further management and the final result of treatment. Furthermore, a missed IOFB may present a medicolegal liability for the physician. Up to 56% of medicolegal trauma cases are associated with missed IOFBs \[[@CR2]\]. For these reasons, penetrating ocular injury require meticulous investigation and early intervention. Intraocular foreign bodies resulting from penetrating ocular injuries are usually detected at the first visit. However, missed IOFB may present in different clinical aspects that may limit its detection and symptoms may only become apparent after a prolonged period of time \[[@CR3]\]. We report a case of a missed metallic intraocular foreign body in the anterior chamber over a 2-year period without causing severe inflammatory reaction and presented with uveitis later.

Case report {#Sec2}
===========

A 42-year-old man presented with a progressive blurring of vision, pain, photophobia, and redness in the left eye for 3 months. He had a history of traffic accident 2 years ago and he was admitted to intensive care unit for 3 days. We have no information about the ophthalmic examination and ocular symptoms of the patient at that time. Three months ago, in another center he was admitted to hospital for 1 week and intravitreal antibiotics and medical treatment were given for pain, photophobia, and redness in his left eye. On presentation, his best-corrected visual acuities were 20/20 and 20/320 in the right and in the left eye, respectively. The intraocular pressure was 14 mmHg in the right eye and 18 mmHg in the left eye. Biomicroscopic examination revealed chemosis, corneal edema, ciliary injection, flare, and 1.5 mm hypopyon in the left eye. In five o' clock meridian of the angle, there was an IOFB coated with hypopyon observed under biomicrocopic magnification (Fig. [1](#Fig1){ref-type="fig"}). A dilated pupil fundus examination revealed no abnormality. Plain X-ray and computed tomography confirmed the foreign body in the left eye (Fig. [2](#Fig2){ref-type="fig"}). After obtaining informed consent from the patient, the foreign body was removed under local anesthesia with foreign body forceps. The IOFB was metallic and its size was about 1.5 × 2.5 mm (Fig. [3](#Fig3){ref-type="fig"}). After operation, best corrected visual acuities were 20/20 and 20/100 in the right eye and in the left eye, respectively, and diffuse lens opacity was observed in the left eye. Fig. 1In five o' clock meridian of the angle an IOFB coated with hypopyon is seen in the left eyeFig. 2Foreign body demonstrated on CT in the left eyeFig. 3The metallic foreign body removed from the anterior chamber angle

Discussion {#Sec3}
==========

An IOFB is any material, organic, or inorganic, which penetrates into the ocular tissue. According to the literature, the vast majority of the patients with IOFB were male (94%) and relatively young (mean, 33 years), with most in the working-age group. Metal-on-metal activities, particularly with various tools, are often associated with metallic IOFBs \[[@CR4]\]. Typically, a small, high-speed projectile penetrates the eye and, possibly, finally lodges in the eye \[[@CR5]\]. The foreign bodies may be classified as metallic or nonmetallic, with the metallic being divided into magnetic and nonmagnetic. They are also classified into toxic and nontoxic \[[@CR3]\]. Intraocular foreign bodies can cause mechanical, and also chemical injury if they contain iron (siderosis) or copper (chalcosis), but the most important risk of a retained foreign body is infection. For these reasons, IOFBs need prompt evaluation and management as they may quickly lead to sight-threatening complications. Management of such cases is not always easy and certain foreign bodies of inert material (those made of stone, plastic, glass, and inert metals such as gold, silver, and platinum) excite minimum inflammation and may remain quiescent for a long period \[[@CR6]\].

Currently, there are many tools available to aid in diagnosis for IOFBs, including plain X-ray, ultrasonography, optical coherence tomography, anterior segment optical coherence tomography (ASOCT), ultrasound biomicroscopy, computerized tomography (CT) scanning, and magnetic resonance imaging. Plain X-ray is not useful for though glass, stone, and vegetative foreign bodies. Recently, X-ray has been replaced by CT because of high negative results \[[@CR7]\]. Magnetic resonance imaging can localize nonmetallic IOFB, but is contra-indicated in the case of metallic IOFBs and may produce motion artifacts \[[@CR8]\]. Ultrasound can be usefull to detect the presence, location, and composition of IOFBs with high sensitivity, specificity, and accuracy \[[@CR9]\]. Ultrasound biomicroscopy is a safe, non-invasive imaging tool for the localization of occult IOFBs located in the anterior segment and ciliary body \[[@CR6]\]. Optical coherence tomography and ASOCT are also helpful in establishing the localization and size of the foreign body. They have the added advantage of being non-contact \[[@CR10]\].

Our patient had undetected IOFB for 2 years. As mentioned before, our patient had a history of traffic accident 2 years ago and he was admitted to intensive care unit for 3 days. The location of the foreign body in the anterior chamber close to the chamber angle. These may be probable reasons for the misdignose. We did not perform chemical analyses to the metallic foreign body. But it was probably an alloy and major constituent of which was relatively inert. Similar cases have been reported where a foreign body was retained inside the lens for many years \[[@CR11]\]. However, metallic intraocular foreign body lodged in the anterior chamber without any evident of metallosis for 2-year period is unusual. In the present case, we noted marked ocular inflammation. Intraocular inflammation unresponsive to intravitreal antibiotics aroused suspicion to the presence of an intraocular foreign body. Plain X-ray and CT confirmed the foreign body in the left eye. A retained foreign body should be considered in each patient with a history of ocular trauma and all efforts must be made to exclude presumptive diagnosis of intraocular foreign body.
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